INTRODUCTION {#sec1-1}
============

Flexible fiber-optic bronchoscopes (FFBs) are important means for performing awake tracheal intubation in patients with anticipated difficult airway. In a pediatric patient with difficult airway, doing an awake procedure may be difficult and requires deep sedation or anesthesia, before attempting intubation with a pediatric FFB. Unavailability of appropriate sized FFB becomes an added challenge while confronted with a pediatric patient with a difficult airway. We present a case where an innovative way was devised for tracheal intubation of a child with fractured mandiblular condyle with the help of an adult FFB and a j-tipped guidewire.

CASE REPORT {#sec1-2}
===========

A 6-year-old child was brought to the emergency room with a history of fall on face and subsequent intraoral bleeding and an inability to open his mouth. Radiological examination showed a fractured mandibular condyle. The child was posted for an urgent open reduction and exploration of oral cavity under general anesthesia (GA). The child weighed 20 kg, and airway examination revealed an inter-incisor gap (IIG) of 0.5 cm, thyromental distance of 4 finger breadths, hyomental distance of 3 finger breadths, and adequate neck extension. Keeping the anticipated difficult airway in mind, a difficult airway cart was prepared. The anesthetic plan was to do a pediatric FFB-guided nasal intubation under GA, with the child breathing spontaneously. A written informed consent was taken from the parents. The child was shifted to the operation theater and standard monitors were applied. An intravenous access was established and a drip of lactated ringer was started. Standard pre-medication consisting of an antiemetic and an antacid were given to the patient. Xylometazoline decongestant drops were instilled through both nostrils, and gentle dilatation was done with increasing sizes of nasopharyngeal airways after adequate lubrication.

Unfortunately, the pediatric FFB was found damaged and unusable. A new anesthetic plan to utilize the adult FFB and a j-tipped guidewire for intubation was made. Written consent was again taken from the parents of the child after explaining the situation to them in detail. Anesthesia was induced with sevoflurane in oxygen, the concentration of which was increased incrementally from 2 to 7%, and titrated to effect. The gases were delivered, while assisting the child\'s spontaneous breaths, first with a size 2 anatomical face mask and then by way of a size 5.0 mm internal diameter (ID) nasopharyngeal airway connected to the anesthesia circuit with a 5.0-mm-ID universal connector. A provision was kept in the anesthetic plan to withdraw the anesthetic agents at any point in time and awaken the child, if required. Equipment and personnel for rapidly establishing a surgical airway were also kept ready. After attaining adequate depth, an adult FFB, with an outer diameter (OD) of 4.5 mm, was inserted through the nostril, maneuvered through the nasal, nasopharyngeal and oropharyngeal structures, and finally placed directly in front of the larynx. Keeping the laryngeal inlet directly in the center of the viewing field, a 145-cm-long, 1-mm-OD, j-tipped, metallic guidewire (commonly used during gastric endoscopies) was inserted through the working channel of the FFB and manipulated to enter the larynx \[[Figure 1](#F1){ref-type="fig"}\]. After pushing it 5--6 cm beyond the laryngeal inlet, the FFB was withdrawn, keeping the guidewire in place. A size 5.0 mm ID cuffed flexo-metallic tube was threaded through the guidewire into the trachea, the guidewire subsequently withdrawn completely, and the tube fixed at 17 cm at the nares after confirming the position by auscultation and capnography. At this juncture, 2 mg vecuronium bromide was given intravenously for neuromuscular blockade. Mechanical ventilation was started, and the surgery was allowed to proceed. An oropharyngeal pack was inserted after the surgeons enabled the mouth to be opened, which was subsequently removed before reversal of anesthesia. Apart from the fracture, the child also had a laceration in the tongue, which was sutured and hemostasis achieved. The surgery was uneventful and child was extubated in the end. The postoperative period was also uneventful. The child was followed up for 15 days and was discharged thereafter without any airway related complications.

![The j-tipped guidewire inserted via the working channel of the FFB entering the trachea, while the tip of the FFB was positioned just outside the larynx](SJA-5-414-g001){#F1}

DISCUSSION {#sec1-3}
==========

The overall incidence of a difficult airway is 1--3%,\[[@ref1]\] but the incidence in the pediatric population is unknown.\[[@ref2]\] The reliance on FFBs for management of difficult airway is almost universal, although a lot of new intubating devices, specifically aimed at difficult intubations, have been introduced in the last two decades. In our case, since the IIG, which was 0.5 cm to begin with, did not improve even after pain relief and induction of anesthesia, supraglottic devices like the laryngeal mask airway (LMA) family were not an option. Other options included blind nasal intubation, retrograde intubation, and FFB-guided intubation. Since we were not experts in the first two options, we decided to go with the FFB. As the pediatric FFB was damaged, we decided to utilize the adult FFB and j-tipped wire guided nasal intubation. Creation of a surgical airway, or awakening the patient and postponing for a later date, when the pediatric FFB could be made available, were the other options in case of failure. In our case, an adult FFB (OD 4.5 mm) could be inserted through the nostril to visualize the glottis and 1 mm OD j-tipped metallic guidewire was manipulated to enter the larynx. A size 5.0 mm ID cuffed flexo-metallic tube was successfully threaded through the guidewire into the trachea.

Guidewires have been used for assisting in tracheal intubation in a variety of roles. These have been used extensively for railroading of tracheal tubes after retrograde insertion via the crico-thyroid membrane. Anterograde insertion of guidewires has been done through Laryngeal Mask Airways\[[@ref3][@ref4]\] for subsequent endotracheal intubation, and also through endotracheal tubes (ETTs) for changing oral to nasal tube,\[[@ref5]\] and vice-versa, and for changing the type of ETT. Rodriguez *et al*.\[[@ref6]\] used a guidewire via the working channel of the FFB for railroading of the ETT in a case of Treacher Collins syndrome. Scherlitz and Peters\[[@ref7]\] reported two cases with difficult airway, where a guidewire was left in the trachea postoperatively for assisting in rapid reintubation in the immediate postoperative period, if required. To the best of our knowledge, this is the first time when pediatric difficult airway was managed with adult FFB without actually entering the glottic opening.

We would like to conclude on the note that at all points in time, an anesthesiologist should have a backup plan in mind to fall back upon, in case the primary plan fails. Nothing can replace a sound knowledge of the established techniques, but flair to innovate should also be present in the right balance. We present this technique for critical appraisal by the learned readers.

**Source of Support:** Nil

**Conflict of Interest:** None declared.
